Alcohol problems in the older person llana B Crome MD MRCPsych SECTION OF GERIATRICS & GERONTOLOGY, 29 FEBRUARY 1996 WHY IS IT AN AREA OF MAJOR IMPORTANCE?
That there are major issues to be addressed derives from the growing numbers of the elderly and the predicted increase in substance misuse. Some elderly people presenting to the health and other services will be substance misuser 'graduates', but may or may not be identified as such. The Health of the Nation targets for the elderly have a relationship to substance misuse: i.e. coronary heart disease and stroke, cancers, mental illness, and accidents. Reduction in alcohol consumption is a target in itself.
There has been a growing realization and increasing awareness that the identification of the elderly substance misuser is frequently missed. There is also refusal to accept that older people should be encouraged to alter habits of a lifetime, or even those more recently acquired. Patients may be confused as a result of substance use, and therefore have difficulty in providing a history; they may be unreliable because of poor memory directly or indirectly related to substance use.
PREVALENCE AND INCIDENCE
What is the prevalence of alcohol use in the older person? Definitions of both what constitutes an older person, and an alcohol problem, confound the issue. The site and sample used (e.g. hospital or community; type of community setting; and treatment environment) impact on assessment of prevalence and incidence. Most work in this area comes from America.
In the USA, estimates of 2-10% community-based older adults abuse alcohol, with 23% of Veterans Hospital substance abuse units being over 55 years of age: 2.5 million older people have alcohol related problems; and 20% people over 60 who are hospitalized for medical problems are diagnosed as alcoholics. Few enter treatment programmes: although 21% of Americans are aged over 55 years, only 6% of patients admitted to alcohol treatment units are over 55 years1.
Analysis of these studies demonstrate the difficulty in cross comparisons. There are a variety of problems besetting such comparisons, such as different age parameters (i.e. anything from 55-65 as a cut off point) and varying definitions of alcohol use. The inability to screen and detect, allied to a lack of training and education in health professionals is a further difficulty. Negative attitudes to substance misuse generally, and particularly in the older person leads to misdiagnosis. Thus, inherent bias in data collection methods leads to wide variation in prevalence estimates. However, what is clear is that men exceed women in consumption and problems. In the USA, substance problems are the third leading health problem in those over 55; 30% of drinkers start drinking after the age of 60. The Epidemiological Catchment Area study2 found that for men aged 65 and over, lifetime prevalence was 14%. For women of the same age, lifetime prevalence was 1.5%. Age of onset differed: 31 years old for men and 40.6 years old for women. Not surprisingly, it was higher among hospital outpatients and those attending clinics. Ten per cent of elderly patients in geriatric mental health facilities had alcohol problems.
In summary, depending on the setting, anything between 4-20% of elderly people are abusing alcohol. However, this assumes 65 as the cut-off point, and safe limits of 2 units per day for women and 3 units per day for men. The latter remains unsubstantiated. Furthermore, the differences in age (between 55-95), cultural settings and gender are often not taken into account1.
In the UK, findings vary. In Newcastle 13% drank enough to put them at risk of liver disease in a community study3. In London, Iliffe4 demonstrated that in the elderly 4% of men and 3% of women were drinking over 'safe' limits. Saunders et al.5 showed that elderly men who had drunk heavily for 5 years at any time during their life were five times as likely to suffer from a psychiatric disorder. Ten per cent of medical inpatients over 65 are estimated to have drunk in excess6, and a Southampton study indicated that 19% psychiatric inpatients over 65 were problem drinkers7.
The elderly are the largest consumers of legal drugs (16% of people over 65 use benzodiazepines) and they use 30% of all prescribed drugs. The problems of multiple drug use and over-the-counter medications (i.e. analgesics, antihistamines, anticholinergics, vitamins and laxatives), which may interact with alcohol even in small doses, need to be considered.
PRESENTATION OF ALCOHOL PROBLEMS IN THE OLDER PERSON
There is evidence that substance problems are often not identified and diagnosed in older people8. Doctors often do not ask patients about their alcohol intake because they have not received proper training.
Alcohol problems can complicate the problems many older people face, i.e. tremors, gout, slurred speech, hypertension, indigestion, diarrhoea, gastritis and anorexia. The following summarizes these: 1 Physical problems, e.g. poor hygiene, falls, increasing lack of mobility, incontinence, cognitive impairment, hypothermia, self-neglect, change in sleep pattern, insomnia, loss of libido and anxiety, are not to be noted as being related to substance use, and/or may be used as justification to drink. Older people, their carers and health professionals may not perceive brandy in tea or coffee as potentially problematic. Medications for physical and psychological treatments may interact with alcohol. 2 Psychiatric comorbidity resulting from alcohol use is as extensive as it is varied, e.g. psychological symptoms associated with withdrawal and intoxication, mood swings, depression, irritability, anxiety, disorientation, altered behaviour, dementia, confusion, suicidal behaviour, helplessness, resisting help, lack of interest and motivation. 3 Social resources: loneliness, lack of social support, single or multiple life stressors (e.g. bereavement, financial insecurity, isolation), but also more independence, freedom, time, less financial obligations, may precipitate misuse of substances. 4 Physiological changes in older people (impaired alcohol metabolism with advancing age, enhanced sensitivity due to toxicity, reduced tolerance due to impaired hepatic metabolism, reduced renal clearance, fall in ratio of body water to body fat), and a prolonged withdrawal syndrome which is more difficult to treat coexist with increased infirmity. Diagnostic aids-questionnaires to assess dependence, withdrawal and problems There have been a number of questionnaires produced Use of a particular drug is not sanctioned by society or a group within Drug use which will probably lead to harmful consequences for the user Use leading to impaired social and psychological functioning Non-medical Not in accordance with recommended medical drug use practice Heavy use Use in greater quantities than usual norms, but without obvious negative consequences Problem use Use that induces negative social, health and behavioural consequences; may or may not meet criteria for drug abuse Substance
DIAGNOSIS AND CLASSIFICATION
Terms often used to refer to the professional or abuse, scientific field; drug, substance and chemical substance often used interchangeably misuse, chemical dependence, addiction developed in the UK are outlined in Table 3 , and those developed in the USA are listed in Table 4 .
Age appropriate assessment and screening instruments
There has been a deluge of screening instruments developed over the last 20 years for measuring alcohol consumption, dependence and problems. They often measure a combination of elements, e.g. the SADQ measures dependence features and consumption. Recent studies of older alchol abusers have had to use instruments not specifically developed for old people. With the exception of the G-MAST (a geriatric version of the MAST), other instruments are inappropriate. Initial development did not take the older person into account. Also, questionnaires have not usually been administered solely to older people 17 which assess dependence withdrawal and problems. Those Table 2 Intemational classification of diseases (World Health Organization 1992) Drug use Harmful use Substance dependence syndrome Persistent or sporadic excessive use inconsistent with or unrelated to acceptable medical practice A pattern of psychoactive drug use that causes damage to health, either medical or physical. Includes impaired judgement or dysfunctional behaviour, which may lead to disability or have adverse consequences for interpersonal relationships. The nature of the harm should be clearly identifiable Three or more of the following criteria occurring during the previous month, or repeatedly together over a 12 month period: (1) Strong desire or sense of compulsion to take the drug (2) Impaired capacity to control substance use in terms of its onset, termination or levels of use, as evidenced by the substance being often taken in larger amounts or over a longer period than intended; or by a persistent desire or unsuccessful efforts to reduce or control substance use (3) A physiological withdrawal state when the substance is reduced or stopped, as evidenced by a characteristic withdrawal state, or by the use of same or similar substances to relieve or avoid the withdrawal symptoms (4) Evidence of increased tolerance such that there is a need for significantly increased amounts to achieve intoxication or the desired effect, or a markedly diminished effect with the continued use of the same amount of substance (5) Preoccupation with substance use, as manifested by important alternative pleasures or interests being given up or reduced because of substance use. A great deal of time being spent in activities necessary to obtain, take or recover from the effects of the substances (6) Persistent use despite evidence of harmful consequences, as evidenced by continued use when the individual is actually aware of the nature and extent of harm and so it is not known whether the continuum described in the adult population pertains in an older age group. Work which takes into account the particular characteristics an older person may demonstrate (e.g. falls, confusion, isolation, neglecting appearance and accommodation), and eliminating those which are of no relevance (e.g. fights when pub closes, difficulties at work) has not yet been undertaken. Furthermore, when validation of clinical assessments have been carried out in older people, they are usually from treatment populations, not from the general population.
METHOD OF ASSESSMENT
As discussed earlier, no screening instrument has been sufficiently well validated for use in the older person. In addition, examination of the relevance of Diagnostic and Statistical Manual of Mental Disorders IV criteria or ICD-10 criteria to the older person has not been carried out on, for Additional substance abuse and interactions with alcohol and other (non-psychotropic) drugs may also complicate the findings. How reliable the self-report questionnaires can be when memory difficulties, unstructured life style, poor cognitive function, effects of alcohol and denial are involved has not been examined. The quantity of alcohol consumed decreases with age, and women drink less frequently and in smaller quantities than men. However, increasing sensitivity to alcohol occurs with age. Age-related decrease in lean body mass, volume of body water, blood flow, distribution of alcohol, etc., lead to increased concentrations and sensitivity to alcohol. Thus, older drinkers might consume smaller quantities to obtain the same effect as younger people. This has obvious implications for safe limits and the older person. The degree and extent of impaired tolerance, increased toxicity and individual variation in older people has not been tested adequately. The interactions with other drugs is of importance, particularly central nervous system depressants (e.g. benzodiazepines).
Some of the specific legal, social and physical problems which comprise the alcohol dependence questionnaire and the addiction severity index differ or are less relevant in the older person, e.g. drunk driving, physical aggression, unemployment, breaking the law (more appropriate in the young man than the older man or woman).
Clinicians must be encouraged to raise the question of alcohol abuse as a matter of course in the clinical interview. The cornerstone of adequate assessment is a good history, which takes account of the patient's state of intoxication or withdrawal, and cognitive state. Although the G-MAST is an example of a screening questionnaire adapted for the elderly, it is still questionable as to its validation but it does offer some standardized instrument for use by practitioners and community psychiatric nurses.
Dependence symptoms in older people have not been validated and may be confused with symptoms related to ageing. Later onset may have fewer or different dependence features. What may not be acceptable in a younger person, e.g. memory dysfunction, may be attributed to ageing in an older person, and thus ignored. Thus, a priority might be to develop screening and assessment questionnaires (including history taking) which are suitable for the older person and which include items such as lack of self care, poor nutrition, isolation, falls or accidents and physical illness.
When blood tests are used, older alcohol abusers demonstrate more abnormalities in haematological tests (haemoglobin, liver enzymes, corpuscular volume, uric acid and serum albumin). Interestingly, alcohol expectancies in older people involve positive consequences, rather than negative, e.g. aggression.
The changing demography of drinking patterns by age and gender indicates that an even larger problem looms in the not too distant future, although many studies do indicate that older men drink less than younger men. Prevalence data may also underestimate the problem gathered in settings where older people are not asked about or treated for alcohol dependence. For example, older people are either not admitted to alcoholism treatment units for adults or there are not specific programmes for them. Perception of the demand from other vulnerable groups, e.g. adolescent substance misusers, may obscure the need for treatment for older people. This obviously might have funding implications.
Education is a key to improved diagnosis because there is a great deal of evidence-anecdotal, documented and experiential regarding the poor quality of education in Studies are needed to identify correlates and risk factors that are particularly salient in older alcohol abusers. Existing instruments must be specifically validated in an older population and elderly-specific alcohol and substance abuse measures must be constructed and validated.
LIFE COURSE
A good deal of research has focused on the categorization of older drinkers into early and late onset drinkers1. Early onset drinkers have alcohol-related problems over several decades and they have survived into old age. It is estimated that two-thirds of older drinkers fall into this category. Different studies have demonstrated that this group are often arrested for intoxication, have family histories of alcoholism greater levels of depression and anxiety and have changed residence more frequently. It is suggested that they are lonely and depressed after years of alienating significant others and age related losses.
Late onset drinkers usually begin drinking in their 50s or 60s. A conglomeration of different studies indicated that this group are more 'motivated', more likely to complete treatment, have greater life satisfaction. They have stressful life events and losses-Glatt21 demonstrated that 70% of late onset drinkers had had stressful life events compared to 25% of early onset drinkers. The former have greater psychological stability and better attendance at treatment.
RISK FACTORS
It is important to attempt to establish a profile of the elderly substance abuser who is more likely to respond to treatment interventions. A number of risk factors have been implicated, but their interrelationship would be a further area of study.
Genetic factors
Those with family history tend to have a more rapid course and poor outcome.
Physical problems
As mentioned earlier, alcohol abuse causes a number of problems. Increased sensitivity to drink or age-related physical problems may also cause a person to drink, and these may all interact. A history of alcohol abuse may render an older person more vulnerable to benzodiazepine abuse, which may increase the likelihood of falls or fractures. Elderly people who drink may forget to take prescribed medications (e.g. for diabetes), or forget that they have taken medication. 1 substance abuse in all professional training courses.
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Cognitive factors
Although the relationship between ageing and the effect of alcohol on cognitive function in an elderly person is not resolved, compromised cognition from whichever cause, is relevant in terms of assessment, capacity for intervention and prognosis.
Social factors
Loss of supports over the long term due to marital breakdown, inadequate social networks, isolation of shorter term due to bereavement or retirement, may impact on consumption. Early onset alcholics have a family history of alcoholism and prior history of substance misuse. There are indications that social factors influence outcome in late-life drinkers.
Psychiatric problems
Alcohol can mimic almost any psychiatric disorder or present as an atypical disorder, and so older patients presenting with deliberate self-harm, depression, anxiety and cognitive disorder may be incorrectly diagnosed and therefore incorrectly treated as a consequence.
TREATMENT INTERVENTIONS WHICH COULD BE TESTED IN OLDER PEOPLE
Outcome is at least as good in addiction as in diabetes, hypertension and asthma-they are all chronic conditions with relapse and remit, and which have environmental triggers.
There are a range of effective treatment interventions: they are brief/simple/minimal interventions, brief motivational interviewing, self-control training, social skills training, stress management training and marital therapy. Those interventions which offer promising evidence of effectiveness are disulfiram and cognitive therapy. The costs of treatment for range from minimal to very high. Brief motivational interviewing and self-control training, stress management and educational activities are minimal to low cost. Social skills training and marital therapy are medium cost. However, psychoactive drugs and general counselling fall into the high cost category and residential treatment and psychotherapy are very high-cost interventions. In general terms, therefore, a variety of treatments do work and the cheaper, less intensive, treatments can be effective. The prejudice regarding poor outcome in alcohol abuse in older people is not justified: its cost effectiveness has not been examined.
There a number of additional potential issues which have not been established empirically in the elderly, e.g. optimum treatment of withdrawal, best treatment of coexisting psychiatric illness, effectiveness of advice, interventions. Other fruitful areas to investigate would be whether late onset-late life drinkers are more responsive to specific treatment interventions. Age-mix with or without specialist trained staff, are other areas for investigation. Accessibility to availability of the variety of therapeutic settings, including elderly orientated self-help groups, may need to be organized to achieve effectiveness. 'Innovative treatments' need critical examination. In addition, the factors influencing availability of interventions (e.g. failure of identification), pre-treatment factors (i.e. transport, disability, unfamiliarity with the system, denial, lack of support, negativity, economic status, stigma) and prejudice may play as important a role as the actual treatment intervention itself. Thus, treatments for older people must be evaluated. TREATMENT 
SETTINGS AND OUTCOME
A general model of an inpatient assessment, observation, detoxification and longer-term treatment unit, grafted from adult substance misuse services, psychogeriatric and geriatric services, can be developed. This would galvanize informal and formal liaisons between geriatrics, psychogeriatrics, social services, nursing homes, voluntary agencies and primary health care teams.
Joint specialist clinics, i.e. comprising substance misuse specialists, geriatricians and psychogeriatricians, can be developed. Community alcohol services, along the lines of the usual adult services, but taking account of older people's needs, must be developed. This involves a major training programme.
There are several examples of specific services for older people. Appropriate suggestions for treatment include conducting treatment at a slower pace, avoiding confrontation, treating depression and treating isolation. Support for age-specific treatment programmes comes from several examples where both staff and the elderly feel more comfortable as issues pertinent to their situation are discussed.
There is a need for adaptation or implementation of new services for older people and decisions about what services to exclude and evaluate for the elderly population. Analysis of the cost to health care services of the hidden older problem drinker, the impact of screening and detection, the implementation of appropriate interventions, and savings generated, has yet to be addressed, let alone organized.
RESEARCH AGENDA
There is a need to scrutinize the research to date with particular attention paid to age ranges under review. Definition of drinking problems and 'heavy drinking' in the older person are another source of confusion. Definition of 2 education and counselling using simple, usually brief, Supplement No 32 Volume 90 1 9 9 7 the safe limit for older people will sharpen prevalence data.
The development of new instruments and validation of older instruments in the elderly population is necessary. Thus, the development or adaptation of questionnaires for older people which takes account of problems and needs, such as housing, falls and accidents, poor nutrition, poor functional activities of daily living, social isolation, lack of exercise, is important. Genetic studies, where three generations can be investigated, using the elderly person as the index case, is a further area of basic research. Empirical implementation of treatment strategies used in younger people, e.g. brief interventions and counselling, can be tested in a cohort of newly identified older alcohol abusers. The appropriateness of detoxification regimes, disulfiram, Alcoholics Anonymous groups, advice and education and rehabilitation facilities is timely. Identification of the special needs of the elderly substance misuser and the best way to deliver services, i.e. within services for the elderly or within specialist services orientated to the elderly, is worthwhile. Campaigning for equal rights for elderly substance abusers at voluntary and statutory organizations might encourage more older people to avail themselves of the available services. The implementation and evaluation of training programmes for professionals in issues related to assessment and management of substance problems in the older person must be given high priority. CONCLUSION If a framework for research is to be identified, it should focus on the following components: Elderly-specific questionnaires need to be developed to establish the scale of the problem in a variety of settings. Critical review and the empirical implementation of treatment strategies used in younger people should be valuable. This includes identification of the special needs of the elderly substance misuser and the relationship to the optimum delivery of services. Training and education (and its evaluation) of primary health care teams and generalists (psychogeriatricians and geriatricians) in recognition of the incipient older alcohol abuser and elderly alcoholic remains the key to implementing treatment interventions. This should be given the highest priority in the development of a research strategy for alcohol problems in the elderly.
